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Myocardial Infarction Occurred After Pericardial Drainage
Hiroko Kamitani1
1Tottori University Hospital, Japan
[CLINICAL INFORMATION]
Patient initials or identiﬁer number. Y.I.
Relevant clinical history and physical exam. A 58-year-old man presented
with dyspnea and loss of appetite. Massive lung cancer and pericardial
effusion were detected in his CT ﬁndings and the symptoms were
considered to be due to cardiac tamponade. Urgent pericardial
drainage was done. 200 mL of bloody ﬂuid was drained immediately.
Once the drainage was effective in blood pressure and heart rate,
however he collapsed suddenly after 6 hours from pericardial
drainage with acute chest pain. His systolic pressure decreased to
40 mmHg.
Relevant test results prior to catheterization. Pericardial effusion was not
increased in his UCG and his ECG showed ST elevation in inferior
leads. Thus we performed emergent catheterization.
Relevant catheterization ﬁndings. CAG showed RCA was almost
occluded by eccentric lesion of ostium. Coronary dissection, plaque
rupture and thrombus were not detected.[INTERVENTIONAL MANAGEMENT]
Procedural step. At ﬁrst, we thought coronary spastic angina occurred
because there was no evidence of stenosis and thrombus in CAG and
IVUS ﬁndings. After infusion of nitrate via guiding catheter to RCA
and making sure that TIMI3 ﬂow was maintained, guide wire and
catheter was removed. Suddenly, he presented chest pain and ST
elevation was detected again. CAG showed total occlusion of RCA
ostium. Thus, we decided to deploy the bare metal stent in RCA
ostium. We thought that the cause of acute occlusion of RCA was
changes of the heart structure due to pericardial drainage, because the
event occurred after drainage of malignant pericardial effusion with
the sign of adherent pericardium in UCG. After stenting in RCA,
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his chest pain was never detected.Case Summary. Stenting was effective for total occlusion of RCA
ostium caused by changes of the heart structure due to pericardial
drainage. When the drainage for malignant pericardial effusion is
planned, it may be useful to check the sign of adherent pericardium
for predicting MI occurring in this mechanism.
TCTAP C-013
The Usefulness of Excimer Laser Coronary Angioplasty in Acute Myocardial
Infarction of Left Main Trunk
Daitarou Kanno1
1Sapporo Cardiovascular Clinic, Japan
[CLINICAL INFORMATION]
Patient initials or identiﬁer number. M.Y.
Relevant clinical history and physical exam. The patient was in his early
70s. He had a previous history of diabetes mellitus, hypertension,
dyslipidemia and implantation of pacemaker. However, he dis-
continued receiving the treatments for those diseases. He was taken
by ambulance to our hospital due to severe chest pain. He was in a
cold sweat. His systolic blood pressure was 74mm Hg and heart rate
was 64/min. We gave him a diagnosis of acute coronary syndrome
from ECG and UCG ﬁndings. We performed emergency coronary
angiography.
[INTERVENTIONAL MANAGEMENT]
Procedural step. Emergency coronary angiography showed occlusion
of distal LMT and 75% stenosis in the distal RCA. We immediately
inserted intra-aortic balloon pump catheter from right femoral artery.
We performed PCI. The 7Fr. guiding catheter (Launcher SL 3.5, Med-
tronic) was engaged into left coronary artery from left femoral artery.
The guide wire (SION blue, ASAHI INTECC) successfully passed
through the lesion, and then it was inserted into the LAD. The aspi-
ration catheter (ELIMINATE3 7Fr, TERUMO) did not work property
since it could not completely reach the lesion. We achieved only TIMI1
ﬂow. The IVUS catheter (Intrafocus WR, TERUMO) was passed the
lesion. We decided to perform excimer laser coronary angioplasty
(ELCA). Excimer laser catheter (Vittese-Cos RX 1.4mm, Spectranetics)
could pass the lesion. We ablated this lesion by 45 mJ/mm2, 25 puls/sec
and achieved TIMI3 ﬂow. After ELCA, the patient’s blood pressure rose.
The guide wire (SION blue, ASAHI INTECC) was inserted into the LCX.
The lesion was dilated by 3.0mm balloon (Hiryu, TERUMO). The stent
(Nobori 3.5x15mm, TERUMO) was implanted from the LMT to the LAD,
crossing over the LCX. After deploying the stent, we recrossed the guide
wire to the LCX through the stent struts. The KBT was performed using
3.0mm balloon (Hiryu, TERUMO) for the LAD and 2.5mm balloon
(Tazuna, TERUMO) for the LCX. The procedure was completed without
any complications.
